At the American Heart Association Scientific Sessions in Dallas, a flyer appeared under my door. It was like those animated, high-tech greeting cards of Elvis singing "Blue Hawaii." However, this one was not only animated but asked personalized questionsd"Are you an interventional cardiologist?" and then, "Did you know that the coronary artery intervention market is decreasing and is projected to decrease further?" or something like that. I don't know for sure since I gave this addictive card to my 5-year old grandson who plays it over and over. The point was an advertisement for a new product but the hook was to have the interventional cardiologist (not necessarily my 5-year old grandson) reflect on the decreasing "market" in coronary work and the increasing "opportunity" in peripheral interventions. Physicians usually feel more comfortable with words like "need" and "care," rather than "market" and "opportunity," but it's a free country. The truth is, as in your face as this ad is, the message the ad wants to convey is not without evidence. Coronary interventions have become more mature, and with the improved technologies, reduced restenosis, and aggressive medical therapies coupled with an ample supply of interventional cardiologists in most areas (but not all), there is a definite reduction in the number of appropriate procedures needed to be performed by many of our colleagues. Of course, interventional cardiologists are, in my view, well positioned physicians to care for patients with atherosclerotic disease from intervention to prevention. For many, comprehensive cardiovascular care is their main professional activity. But, for our cath lab addicted members, a day without scrubs is like a day without "sunshine." (Although as I think about it, the sun seldom shines in the cath lab.)
O N I S S N 1 9 3 6 -8 7 9 8 / $ 3 6 . 0 0 expensive for the "teacher" and "student." Who would pay? Industry is motivated. Can industry support for training be done in the era of "sunshine laws?" Necessity is the mother of invention, or at least the stepmother, and I am sure solutions will be found. But if methods of obtaining expertise are developed, who should be doing the procedures? Certainly not everyone. The reason peripheral vascular tracks are not developed in many ABIM training programs is that the volume is not sufficient and, therefore, the cases would be cannibalized from the first-year fellows. As exciting as valve interventions are, there is general consensus that this experience must be concentratedd a wise decision insisted on by industry and the Food and Drug Administration. For any specialized procedure, there should be the realistic expectation that an adequate ongoing volume will be sustained for that operator. Practices may need a large number of physicians capable of performing primary angioplasty so as to cover call schedules (hopefully with highly skilled expertise for complex or complicated cases available as backup). However, there is no need for everyone to be performing non-coronary procedures.
So the concentration of expertise is important. Volume does matter! It seems counterintuitive that the very low volume operator who has little to do in the cath lab should be the one to take up peripheral or structural heart interventions. It is more likely that the highly experienced interventional cardiologist who has performed thousands of coronary cases will also be the most skilled to take up the new procedures. Whoever does expand his or her practice must have, or be able to develop, referral sources adequate to maintain a volume of activity that will ensure that expertise and quality is maintained. This may not fit neatly with the "market" or the "opportunity," but hopefully as the field evolves, optimal solutions to meet the "need" for "care" can be found.
